Objective To investigate the extent to which people change their views about priority setting in health care as a result of discussion and deliberation.
Topic collections

Introduction
Since the government's white paper Local Voices, it has been the official policy of the NHS that the views of the public should play a greater role in setting healthcare priorities. 1 The many different techniques that can be used to obtain the public's views have recently been classified according to whether respondents are given detailed information about the choices they face and whether they are able to engage in discussion and deliberation when arriving at their responses. 2 The most common approach to has been the "uninformed and undeliberated" one, involving one-off surveys of the public. 3 4 This approach is relatively cheap and can generate large sample sizes, but it can be criticised, firstly, on the grounds that people may take time to form a view or opinion and, secondly, because views can be shaped appreciably by the way that survey questions are framed. 5 Hence, more deliberative approaches such as "uninformed" group discussions and "informed" citizens' juries 6 are increasingly being used. However, given the high costs of these approaches (one citizens' jury can cost as much as £20 000 7 ), there has been surprisingly little investigation of the extent to which people change their views as a result of being exposed to the arguments of others. One of the main aims of our study was to address this issue.
Methods
We aimed to recruit 10 groups of six people who would meet for about two hours on two occasions separated by a fortnight. This would allow comparisons to be drawn between people's initial views at the start of the first meeting and their considered views at the end of the second meeting, when they had had an opportunity to discuss and deliberate.
After ethics committee approval for the study was obtained, letters of invitation were sent out to 1000 people randomly chosen from two general practice lists in York. These practices were selected because their catchment areas were convenient and provided sufficient scope to generate a broadly representative sample.
Potential respondents were given a list of times and venues and asked to indicate which pair(s) of dates they were willing to attend on. Each was told that they would be paid £30 for attending. They were asked to indicate their sex and to which of three age groups they belonged (18-34, 35-55, or 55-70 years). There were 207 (21%) positive replies, from which it was possible to invite at least one person from each of the six sex-age categories to attend each group. Altogether 72 people (12 from each category) were invited to attend.
Each discussion group was moderated by the same two researchers. They made sure that each group had a full discussion of each of the items on the agenda and that all respondents were given sufficient opportunity to air their views. Apart from this, the moderators' role was a relatively passive one. The discussion groups aimed to allow respondents time and opportunity to consider their own responses rather than to provide them with additional information upon which to make their judgments. Therefore, the moderators' main objective was to facilitate discussion between respondents. To allow external validation, all group discussions were tape recorded and subsequently transcribed.
To facilitate discussion at the beginning of the first meeting, and to focus attention on the central issues, respondents were initially asked to discuss the question, "How would you set priorities in health care?" To obtain people's spontaneous views, we asked respondents to fill in an initial questionnaire without discussion with anyone. All questionnaires in this study were developed by the research team and piloted on their colleagues. Once the questionnaires were completed, a discussion about the questions took place. For the remainder of the first meeting, respondents were asked to arrive at group decisions, after discussion, on several hypothetical questions about setting priorities between groups of patients on the basis of differing quality or length of life, or both.
At the beginning of the second meeting, respondents were asked to rank four patients (who differed in a number of important respects, including the extent to which they could benefit from treatment) in order of priority. Then, on a group basis, they were asked to make three pairwise comparisons between groups of patients; these had been chosen to look at access and deprivation issues and to assess whether a large benefit to a few people is seen differently from a small benefit to many people. Finally, to obtain their views after deliberation, respondents were given a second questionnaire in which they were asked to answer again three of the questions they had answered in the initial questionnaire.
A five point scale-"much more," "more," "the same," "less," and "much less"-was used to determine responses in the initial and final questionnaires. For ease of analysis and exposition, the first two and last two categories were combined. Wilcoxon sign rank test was used to compare responses to the two questionnaires, and the chosen level of significance was P < 0.01.
Results
Sixty people attended the meetings (83% of those invited). Table 1 describes the characteristics of respondents. Table 2 presents the answers to the first question about how much involvement different groups should have in decisions about priority setting. Initially, most respondents wanted more involvement for the general public and doctors and nurses, but less involvement for managers and politicians. They were divided in their views on pressure groups. In the final questionnaire, however, the proportions who wanted more public involvement and less involvement for managers fell while views about doctors and nurses, politicians, and pressure groups were largely unchanged. Taking responses to all five groups as a whole, 52% of responses were unchanged; in 40% there was a shift of one category on the five point scale and in 8% a change of two categories. Only four respondents did not change their response to any of the five groups.
In both questionnaires around a third of respondents (17 (28%) in the first questionnaire and 21 (35%) in the second) wanted a lower priority to be given to people who are deemed largely responsible for their own illnesses. Although the overall views of the group did not change (40 (67%) in the first questionnaire and 39 (65%) in the final questionnaire gave these people the same priority as others), the final responses of 18 respondents differed from their initial ones. Nine switched from giving everyone the same priority to giving lower priority to people responsible for their own illness and six moved in the opposite direction. The remaining three respondents wanted initially to give higher priority to people responsible for their own illness, but in the final questionnaire, two wanted to give these people the same priority and one wanted to give them lower priority. Table 3 shows the changes in response to the final item in the questionnaire. This question listed 21 prioritisation factors which were considered by the research group to represent all of the personal characteristics to which people might, in principle, wish to give more or less healthcare priority. Respondents were asked to indicate how far they wanted to discrimi- nate either in favour of or against each of the 21 factors. In both the initial and final responses, people generally wished to give greater priority to the more vulnerable members of society (for example, old people, young people, and disabled people) and lower priority to those whose illness may be partly caused by their lifestyle (for example, drinking, smoking, or taking illegal drugs). However, the key finding was that there was a general trend towards giving the same priority to a particular factor after discussion and reflection, particularly the three lifestyle factors, for which the final responses of the group were significantly different from their initial ones.
Across all 21 factors, there were 105 changes from a lower or higher priority to the same priority between the initial and final responses, and only 17 changes from the same priority to a lower or higher one. Only 22% of responses to individual factors changed between the initial and final questionnaires, but nearly three quarters of these changes were related to the first nine factors (table 3) . For these factors, the response was unchanged in 63%, changed by one category in 32%, and changed by two categories in 5%. The number of respondents who gave the same priority to all factors rose from six in the initial questionnaire to 11 in the final one. The six people who initially gave the same priority to all factors were the only respondents who did not change any of their responses to this question in the final questionnaire.
Reassuringly, responses to the initial questionnaire were not affected by the group that respondents were placed in. Idiosyncratic features of the groups themselves did not seem to have any systematic effect on changes in responses: the respondents who changed their views, and the direction of change, were randomly distributed across the groups. The views that respondents held across the range of factors were unrelated to most of the background characteristics listed in table 1. The only significant differences have intuitive appeal: smokers were less willing to discriminate against those who are largely responsible for their own illness (in the final questionnaire, only 20% of the smokers wanted to give lower priority to these people, compared with 40% of the non-smokers) and also less willing to discriminate against those who drink heavily or who smoke (13% of smokers wanted to give lower priority to drinkers and smokers; for non-smokers the figures were 44% and 38%, respectively). Changes in views did not seem to be systematically related to any of the background characteristics listed in table 1.
Discussion
These results suggest that the public's views about setting priorities in health care are systematically different when they have been given an opportunity to discuss the issues. About half of the respondents initially wanted to give lower priority to smokers, heavy drinkers, and illegal drug users, and a similar number wanted to give higher priority to children, disabled people, and elderly people. All of these results except the one regarding elderly people are consistent with other studies, 8 but it is difficult to tell from these data why people wanted to discriminate in favour of elderly people when many other studies found the opposite. 9 After reflection and discussion, many people no longer wished to discriminate against smokers, heavy drinkers, and illegal drug users. Equally, however, fewer people wanted to discriminate in favour of elderly people in the final questionnaire.
These results are consistent with the intuitive belief that we often find it harder to give definite answers to questions to which we have given considerable thought. It seems that people initially feel that the public should have more say in setting priorities in health care and that managers should have less. 10 But when people discuss complex issues related to setting these priorities, they realise that things may not be straightforward and, as a result, are more reticent about the role that their views should play and more Unhealthy diet 23 (14) 7 (4) 17 ( Lower priority="less" or "much less" priority; higher priority="more" or "much more" priority *P<0.01 compared with initial responses.
Key messages
+ Emphasis is being placed on involving the public in decisions about healthcare priorities + Different techniques used to obtain the public's views may give different results + People's views on setting priorities differ systematically when they have been given opportunity to discuss the issues + People become less willing to discriminate against smokers, heavy drinkers, and illegal drug users when they have had an opportunity to reflect on and discuss their views Likewise, after considering the various background characteristics that they could use to prioritise in favour of or against, people are more reluctant to make clearcut decisions-not because they think that choices in health care do not have to be made, but because they recognise that the choices are complicated ones.
There is some evidence that surveys, which largely elicit people's initial reactions, and focus groups, which aim to elicit more considered opinions, generate similar results. 8 10 The findings reported here suggest otherwise. This leaves a puzzle for future research, but if the within-subject results reported here are found to be generalisable, and if the considered opinions of the general public are required, then doubt is cast on the value of surveys that do not allow respondents the time or opportunity to reflect on their responses. 1 In 1995 availability of these services to general practitioners was generally poor. 2 We conducted another survey two years later to assess change in availability.
Subjects, methods, and results
For the 1995 survey we approached a random sample of 342 practices (out of 870) in the Medical Research Council's General Practice Research Framework (a UK-wide network of general practices that participate in research). Of the 307 practices that replied, 290 were still framework members in 1997 and were sent a questionnaire identical with that used in 1995 (study panel). Completing a questionnaire twice can affect responses (panel conditioning). 3 To assess this effect we randomly selected a second sample from the members of the framework.
Both surveys asked the practices whether eight specified services (see table) had been routinely available to their patients during that financial year (1994-5 and 1996-7) and whether they would refer patients to them if they were available.
Responses obtained in 1997 from practices that had also replied in 1995 were considered equivalent to those approached for the first time in 1997 if the limits of the 95% confidence interval for the difference in proportion of positive replies were no greater than 10%. For equivalence with 80% power at the 95% confidence level, 4 on the basis of the service "physical therapy before six weeks for patients off work," 211 responses were needed from the second sample. To allow for non-response, we approached 232 practices.
Paired responses from the 1995 and 1997 surveys were compared by using McNemar's test. A logistic regression model including region, list size, and panel membership, as appropriate, was used to assess the effect of fundholding status on the availability of services.
The response rates were 87% (251/290) for the study panel and 85% (198/232) for the second sample. Members of the study panel were representative in terms of region and deprivation score, but larger practices were overrepresented. Response probability was unaffected by region, list size, panel membership, and practice deprivation score. The vast majority of general practices reported that they would use the recommended services if available (ranging from 88% (urgent referral to a physical therapist) to 99% (emergency referral for possible cauda equina compression)).
For three services the study panel reported a significantly better service in 1996-7 than in 1994-5 ( 
